Discussion on Pericarditis with Effusion, as determined by
Operation or Post-mortem Examination.' SIR JOHN BROADBENT, in resuming the discussion, remarked that, as a corollary to the title of the paper " On Pericarditis with Effusion, as determined by Operation or Post-mortem Examination," the words "and on the absence of effusion as determined by operation " might well have been added. For he was sure that it must have fallen to the lot of most who had had a large experience of pericarditis to have operated on cases in which effusion had been diagnosed, and to have found instead a greatly dilated heart, with or without an adherent pericardium, but no effusion. The difficulty of diagnosing between these two conditions was often very considerable. His attention was first called to this point in 1893, while acting as house physician at St. Mary's Hospital, when he saw two cases operated on for effusion in which no effusion was found, but only a greatly dilated heart, in one case with the pericardium universally adherent. The first of these cases was that of a girl, aged 7, with a typical rheumatic heart greatly dilated as the result of an attack of pericarditis. The friction rub which had been present for some days gradually dis'appeared, the area of cardiac dullness increased till it extended to the right nearly as far as the right nipple line, and to the left to 1 in. beyond the nipple line. There was at the same time exacerbation of the severity of the symptoms, the dyspncea I Adjourned from February 22.
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being so extreme that the only position the child could assume with any degree of comfort was sitting up with her arms on a board stretched across the cot and the head resting on the arms. These considerations led to a diagnosis of effusion, and the operation of paracentesis was performed, the needle being thrust in gradually till it penetrated the right ventricle and blood was withdrawn, no effusion being present. She survived the operation eleven weeks, and at the autopsy the pericardium was found to be universally adherent by recently organized adhesions to a greatly dilated heart. The second case was that of an adult, aged 30, in whom the pericarditis was secondary to an attack of pneumonia of the left base. In this case the dilatation was not so, extreme, but had increased rapidly, extending 2 in. to the right of the sternum; the friction rub, from being heard all over the pericardial area, had disappeared except at the base of the heart; and the apex-beat could not be seen or felt. The increase in the severity of the symptoms, the pulse-rate being 104 and respirations 40, together with the physical signs described above, was thought to indicate the presence of effusion. The operation of paracentesis was therefore performed, but no fluid was found, the needle entering the right ventricle, from which some blood was withdrawn. The patient seemed none the worse for the operation, but began to improve straightway. The friction rub had entirely disappeared a week later, the area of cardiac dullness gradually diminished till a month later it was approximately normal in extent, and two months later he was discharged cured, being able to walk about and even go upsfairs without symptoms of any kind. In this case the pericardium presumably did not become adherent, as the heart entirely recovered from the dilatation.
Since it was now generally recognized that an extreme degree of cardiac dilatation was commonly met with in rheumatic pericarditis, more especially in children, and was frequently associated with general adherence of the pericardium to the heart, whereas effusion to any great extent was comparatively rare, mistakes in diagnosis based on rapid increase of area of the cardiac dullness were less liable to be made. He had failed to find that the shape of the area of cardiac dullnesse.g., the so-called " pear shape" described by Sibson-of any value in determining the presence of effusion. Rotch's sign was certainly not to be relied on as diagnostic of effusion; in many instances he had found it present in cases of universally adherent pericardium in children, especially in the relapsing cases in which the dilatation of the heart was often extreme.
In his experience effusion to any extent in rheumnatic pericarditis was exceptional and rarely met with. By far the most difficult cases, and those in which effusion into the pericardium was frequently missed, were cases of suppurative pericarditis. They were most commonly secondary to suppuration elsewhere-e.g., an empyema: a friction rub was seldom audible throughout their course, and there were usually no specially characteristic symptoms. The absence of a friction rub, and the possible explanation of the pyrexia by suppuration elsewhere, might naturally fail to arouse suspicion of pus in the pericardium, and even when this was suspected the impossibility of inapping out the area of cardiac dullness when this merged into the dullness of an empyema, and the latency of the symptoms, made the diagnosis a matter of considerable difficulty.
When acting as medical registrar at St. Mary's Hospital in 1900 he had seen two cases which were remarkable in that the patients were husband and wife, and that they died within ten days of each other from empyema with suppurative pericarditis. The first was that of the husband, aged 63, admitted to the hospital on April 17. He said he had been well till April 14, when he had a rigor and sudden pain in his chest and then fainted. He became very short of breath, and remained in bed till admitted three days later. On admission he was cyanosed. Pulse, 102; respiration, 42; temperature, 100'80 F. He had a cough, and brought up rusty sputum. On examination, there was dullness over the base of the right lung, back and front, with deficient vodal resonance and fremitus and bronchial breathing; the area of cardiac dullness merged into that of the lung dullness to the right, to the left it extended 1 in. beyond the nipple line. The apex-beat was not visible nor palpable; the heart sounds were distant and feeble, and there was no friction rub audible. He was extremely ill, and died on the third day after admission. There was an empyema at the right base, and the lower lobe was extremely congested but not consolidated. The pericardium contained 4 oz. of thick pus. The wife, aged 58, was admitted on April 28, nine days after the death of her husband. She said she had been ill in bed for two weeks previously. She was cyanosed, very short of breath, and moribund on admission; there was dullness at both bases with deficient vocal resonance and fremitus; the apex-beat was not visible or palpable, the sounds were very weak, and the cardiac dullness could not be percussed out, as the whole of the front of the chest was dull. She died the next day. At the autopsy there was an empyema at both bases; the heart was covered with thick, purulent lymph, and there was a small amount of turbid effusion in the pericardium. There was no question of operation in these two cases, even if the pericardial effusion had been diagnosed, which it was not, as the patients were both in a moribund condition on admission. Unfortunately, even in the cases in which a suppurative effusion was rightly diagnosed, and an operation for its evacuation performed, the prognosis was extremely unfavourable, and he had not seen a case of recovery.
He had had, last year, the satisfaction of diagnosing effusion in a case of serous pericarditis, the presence of which was confirmed by operation. On June 1, 1909, he was asked by Mr. Collier to see a case of pericarditis in a woman aged 46, who was under his care in St. Mary's Hospital.
for closure of an old colotomy wound. On examining the heart, the apexbeat was palpable in the fifth place in the ventrical vertical nipple line. A friction rub was heard at the apex and in the fourth interspace to the left of the sternum. The area of cardiac dullness extended to the midsternal line, and to the left merged into a dull area over the left base, where there was a small pleural effusion. The temperature was 99V6°F., pulse 108, respiration 24. On June 2 the pericardial rub was heard at the base in the second space on both sides of the sternum as well as at the apex. On June 3 the area of cardiac dullness extended I in. to the right of the sternum, the friction rub had disappeared from the apex and was only faintly audible at the base. On June 4 the friction rub had entirely disappeared, the apex-beat was not palpable, the heart sounds were distant and faint, and the patient was greatly distressed.' Temperature 1010 F., pulse 126, respiration 26. The area of cardiac dullness when the patient was lying on her back extended one finger's breadth to the right of the sternum; to the left it merged into the dullness at the left base. On turning the patient on to her right side the area of cardiac dullness to the right of the sternum was markedly increased, extending rather more than two fingers' breadth to the right of the sternum. To this point he attached considerable importance, as if the dullness had been due merely to dilatation of the heart it was highly improbable that change of position 'could influence its area to any appreciable extent, whereas fluid in the pericardium would naturally gravitate to the lowest point. The disappearance of the apex-beat and enfeeblement of the heart sounds also afforded conclusive evidence. He therefore advised operation on the pericardium. Mr. Collier operated, under eucaine, cutting down in the fifth left space, just to the' left of the sternum, and then inserting an aspirating needle. He drew off 30 c.c. of blood-stained clear serum. The patient was greatly relieved by the operation. The inext day a friction rub was audible in the second, third, anfl fourth interspaces to the left of the sternum, the area of cardiac dullness extended only as far as the sternum, and the apex-beat was just visible and palpable. She subsequently made an uninterrupted recovery, the colotomy wound was successfully closed, and she left the hospital cured and quite well on August 14.
It would appear that the removal of a comparatively small amount of fluid was sufficient to relieve symptoms and promote absorption of the remainder. He thought that effusion was more frequently met with in adults than in children, and that the prognosis was more favourable. Nothing could be more unfavourable than the prognosis in the relapsing pericarditis so frequently seen in rheumatic children, in which effusion was seldomn met with, but the pericardium became adherent to the dilated heart.
Dr. W. P. HERRINGHAM said he had only one or two facts which he thought were worth adding to the discussion. It was often said that the heart sank back into the bottom of the sac when there was rnuch fluid. He remembered one case in which there was an effusion to the extent of 24 oz., in which friction over a wide area of the prnecordia was audible up to the last. Tha't showed that the heart was right in front at the tinme, and that it did not always sink back. Another case, the record of which he came upon on looking up the notes, was one in which the pericardium was found after death to be full of air. No connexion with the lung could be found, and it was thought that in that case some gasforming organism had caused the pericarditis. But no culture could be grown, of either aerobic or anaerobic bacilli, so that if there had been such organismii it must have been dead when the patient died. With regaard to the causation of the cases in his own wards, they had been pneumococcal, staphylococcal, and streptococcal. He was excluding cases of tuberculous pericarditis, of which there had been in his wards three in the last three years. He remeinbered one case in which the causation of the pericarditis was rather unusual, in that it was part of a pneumococcal infection which was in the abdomen, not in the lung. He was called to the case by one of his surgical colleagues. He gave it as his opinion that there was pericardial effusion; the surgeon opened the thorax and found it to be so. The patient also had pneumococcal peritonitis, from which she recovered. He had seen two cases in which the dilated heart was punctured, in the belief that the pericardium was full of fluid. In neither case did the puncturing appear to do any harm.
